Background: The objective of performance assessment is to provide governments and populations with appropriate information about the state of their health care system. The objective of this paper is to present the most recent developments in performance assessment and their application in urban contexts.
Measuring the performance of health care services: a review of international experiences and their application to urban contexts (Medir el desempeño de los servicios de salud: revisión de las experiencias internacionales y su aplicación a contextos urbanos) Introduction P erformance can be defined as the set of activities and programs that are carried out in order to achieve a series of previously established objectives and goals 1 . In other words, in a health care system, performance implies a strategic orientation, a specific type of organization, and a health system structure that facilitates the fulfilment of its mission of attaining the goals established by the government and society as a whole 1 . In recent years, an increasing amount of work and attention have been devoted to measuring performance within health systems with the ultimate objective of improving them. The driving forces behind this trend are rooted in the current characteristics of the environment in which health care takes place and the concerns of governments and service users 2 . Constraints on resources and particularly spending, growing public expectations and concerns about safety, quality and equity all increase this pressure and demands for accountable health care systems.
The objective of performance assessment is to provide governments and users with appropriate information about the state of their health care system 3 . In an ideal world, this information would in turn be used to re-design these health care systems in the most effective, efficient, and equitable manner and to the satisfaction of all of those involved in this system (consumers, professionals, providers, managers, and governments).
The Pan American Health Organization has identified some of the duties of any relevant performance assessment 1 
:
-To monitor the main factors that detemine of health trends.
-To compile an evidence-base for the relationship between the design of a particular health system and its performance and thus provide policy makers with the tools required to develop more effective systems.
-To help determine priorities for health care interventions and to contribute to their design, management, and follow-up.
-To provide analysis of and share information about different experiences in order to make better and more effective evaluations.
-To assess progress in relation to key health system goals.
Urban contexts have all the elements required to undertake such an initiative. Big cities have a series of social problems that are largely a consequence of their development and growth: low income families, unemployment, immigration, inequalities, small social networks, etc. Existing health problems tend to be a consequence of these social conditions 4 . In many cities, the available public health and health care services try to address these issues with specific policies and programs. Urban contexts could be seen as micro-environments in which to try out such initiatives. They are much more focused than the broader system and allow us to measure the achievement of specific health goals and the effectiveness of programs in situ.
The objective of this paper is to provide examples of the practical application of performance assessment. We have sought to do this by presenting the most recent developments in this field, citing its use in a wide variety of national and international organizations and institutions, identifying the strengths and weaknesses of different applications, and discussing their applicability to urban contexts.
Methods
We searched references published in PubMed between 1970 and 2004 using performance, measurement, health, system, and policy as key words. From the literature retrieved, we selected papers dealing with whole system performance assessment initiatives that had actually been carried out in different countries, but excluded quality registers and accreditation requirements. We also identified a number of additional papers and some grey literature from the references.
Performance assessment initiatives were identified in Australia, Canada, the United Kingdom, and New Zealand and we also found references to the trans-national performance assessment initiative of the World Health Report. We described these performance assessment initiatives starting at the international scale and then listing country-specific experiences in alphabetical order. We assessed the applicability of the different initiatives reviewed to the urban context, and evaluated their ability to reflect the nuances of their particular settings, and to assess the health status of the inhabitants of big cities and the public health and health care services available to them.
Results

The World Health Report 2000
The objective of The World Health Report 2000 was to determine whether a particular health system was performing as well as it could. This was assessed in terms of its ability to attain the three intrinsic goals of any health system. According to the World Health Organization (WHO) these goals involve: offering improved health for everyone, the system being responsive to the expectations of its users, and it being fair in terms of the financial contributions involved 5 . Five indicators were used to measure this performance. The first was the level of health, measured by disability-adjusted life expectancy (DALE). Briefly summarized, DALE is a measure of life expectancy adjusted to take into account the time lived with a disability. DALE is estimated from the percentage of the population surviving to each age, calculated from birth and death rates; the prevalence of each type of disability at each age; and the weight assigned to each type of disability, which may or may not vary with age. DALE is therefore the number of years of good health that an average baby born in a given country at a certain point in time could reasonably expect to enjoy.
The second indicator focused to how health is shared throughout the population: it relates to inequality in health and health care and was measured by an index based on child mortality, which can be applied for all countries with complete birth history data. Income inequality, education inequality and access to the health system were also analysed to determine their contribution to child survival inequality. Results showed that the main factor that explained health inequality was access to the health system.
The overall responsiveness of the health system and its accessibility to the population constituted our third indicator of performance. These parameters reflect respect for people's rights and the extent to which the service provided is user oriented. Respect for people includes respect for the dignity of the individual, confidentiality, and autonomy; and the right of the individual to participate in choices relating to his/her own health.
The fourth indicator, client orientation, was assessed in terms of prompt attention, the quality of basic amenities, access to social support networks, and being able to choose the service provider. Measurement was based on a survey involving 1,006 respondents from 125 countries, half of whom were WHO staff. Finally, the fifth indicator was related to the fairness of financial contributions, which was measured by an index based on the proportion of expenditure spent on health care.
Weights were then assigned to the indicators, which were again based on a survey to key respondents. A weighting of 50% was assigned to overall health outcome, with 25% being assigned to level of health and 25% to health distribution. Half of the weighting assigned to health distribution, 12.5% of the total, was attributed to the level of responsiveness, while the other half was assigned to its distribution. Finally, the remaining 25% was attributed to fair financing. These weighted scores were then used to create a single composite index.
Australia
In Australia, extensive benchmarking has been carried out at all levels -local, regional, state, and national-and in both the private and public sectors. This has accompanied an increasing appreciation of the importance of performance measurement and the value of benchmarking within the health sector. The Australian Health Ministry set up the National Health Performance Committee (NHPC) in August 1999 in order to continue the work of the National Health Ministers' Benchmarking Working Group 6 . This Committee is responsible for developing and maintaining a national performance measurement framework for the health system, promoting benchmarking to help improve the health system, and providing information on national health system performance. This information will have a direct impact on the development of future health policy and funding, and will guide decisions concerning where to make investments in order to best improve the long term health and well being of the Australian population.
Government involvement in the health system aims to efficiently and effectively protect and restore the health of the community by:
-Promoting health and health care. -Determining causes of ill health and reducing community exposure to negative lifestyles and environmental risks.
-Preventing and detecting illness through the provision of services that can foster improved health outcomes at relatively low cost.
-Caring for the sick through the use of appropriate intervention services.
-Providing appropriate health care services which recognize and respect cultural differences.
-Providing equitable access to these services.
The NHPC has established strategic plans for performance indicator development and is supported by working groups that deal with specific issues and areas and also provide technical advice and assistance. The Committee has set itself 3 key goals:
-To extend the national performance indicator framework to cover more than acute inpatient services. This involves developing indicators for the overall performance of the health system and also for other services such as community health, general practice and public health.
-To establish good links with other professionals involved in the vast range of work being undertaken in the field of performance indicator development across the nation and to share in and take advantage of their knowledge.
-To improve the timeliness for reporting information on performance.
The NHPC is currently developing a national health performance framework. This will facilitate performance reporting at the national level and also at the state and local levels as well as for specific target populations or populations judged to be at risk. The future work of the NHPC will include compiling a database of health performance indicators relevant to: dimensions of performance, health priority areas and interventions, health outcomes, health determinants and health system infrastructure.
Canada
In 1998, over 500 people -health administrators, researchers, caregivers, government officials, health advocacy groups, and consumers-were brought together to identify health information needs. One of their priorities was to collect comparable quality data on key health indicators for health and health services. In response, the Canadian Institute for Health Information (CIHI) and Statistics Canada launched a collaborative process to identify what measures should be used to report on he-alth and the health system, and how to share this information with the Canadian population 7 .
The main goal of the Health Indicators project is to help health regions to monitor progress, to maintain and, if possible, improve the health of the population and the health system. It is aimed to do this through the provision of quality, comparative information on:
-The overall health of the population and how this compares from region to region, within specific provinces and the country as a whole, and how this has changed over time.
-The major non-medical determinants of health in each region.
-The health services received by the residents of each region.
-Characteristics of each community and health system.
The health indicators selected had to be relevant to established health goals, based on standard definitions and methods, and broadly available, as they had to be applicable throughout Canada at the regional, provincial and national levels. Consultations continued with provincial and regional health authorities to refine and expand the initial list of indicators, which were confirmed at a consensus conference. As data are compiled, the provincial and regional authorities are also involved in the verification process.
The United Kingdom
The National Health Service (NHS) has behind it a long history of performance measurement and this has evolved over the past twenty years in line with changes of government. In the 1980s, measures of performance centred on activity and cost and were eventually used for local management and central monitoring. From the beginning of the 1990s and until the change of government in 1997, indicators were still used to measure efficiency, but with a limited focus on public accountability.
In 1997, a new approach was adopted by the Labour Government, through the Performance Assessment Framework, which focused attention on the following areas 8 : -Health improvement: reflecting the global aims of improving the general health of the population and reducing health inequalities, although these are influenced by many factors that reach well beyond the scope of the NHS.
-Fair access: recognising that the NHS must begin by offering fair access to health services and relate them to people's needs, irrespective of geography, socio-economic group, ethnicity, age or sex.
-Effective delivery of appropriate health care: recognising that fair access must involve providing effective, appropriate and timely care, and that this must comply with generally agreed standards.
-Efficiency: ensuring that effective care is delivered with a minimum of waste and that the NHS uses its resources to provide value for money.
-Patient/carer experience: assessing the way in which patients and their carers experience and view the quality of the care that they receive and give, and ensuring that the NHS is sensitive to individual needs.
-Health outcomes of NHS care: assessing the direct contribution of NHS care to improvements in overall health and completing the circle back to the global goal of health improvement.
Those indicators are updated on a regular basis (table 1). The Government has also developed indicators to rate the performance of NHS Trusts -acute, ambulance, mental health, and primary care-and specific programs through the Healthcare Commission. The ultimate aim is to identify and provide hospitals and other health care providers with appropriate incentives and management. These indicators are in line with government priorities with regards to NHS hospital performance goals.
This approach is one of the most complete to date. The framework covers all areas of the health system, with indicators reflecting the government priorities and particular public concerns. This kind of framework could be applied to other settings, such as cities, by adapting the indicators chosen so as to take into account specific concerns.
New Zealand
Although there is no single national framework for health performance indicators, an important part of policy development in New Zealand has centred on the development of indicators that focus on different aspects of the health care system, such as access to care, ethnic inequalities, and quality of care 9 . In 1996, the Ministry of Health entered into an annual funding agreement with the Health Funding Authority (HFA), which was maintained throughout the period during which the HFA was responsible for health service purchases in New Zealand. This funding agreement was the key document against which the HFA was monitored and assessed in terms of accountability. It set out key objectives and the measures and reporting requirements needed to monitor performance against these objectives. It also specified what funds would be made available to achieve these goals 10 . The agreement also outlined baseline services that the HFA was required to ensure and also terms of access to these services and safety standards.
While the objectives of both the health system and the government were related to priority outcomes, most of the performance measures for the HFA specified processes and outputs that could contribute to these outcomes. For example, in 1999/2000, 12 objectives were established, including: public guarantees concerning access, quality, and the security of services; timely, equitable and nationally consistent access to elective services; and reducing long-standing disparities in health status. Performance measures relevant to these objectives included:
-Improving public information relating to service coverage.
-Giving information to service providers.
-Achieving credible levels of access to surgical services.
-Purchasing services for Maori health priority areas.
Most of the performance targets set for the HFA appear to relate to process rather than output. However, data have been collected on all major issues, including waiting times for elective surgery, the health status of different socio-economic and ethnic groups, and service provision. Moreover, the Performance Management Unit at the Ministry of Health has prepared regular reports on such questions as risk-adjusted mortality and hospital readmission and complication rates in New Zealand.
The experience of New Zealand has been successful. The process of formalized contracting arrangements between the founder/government and a central purchaser appears to have improved accountability and transparency in care provision and purchasing in New Zealand by achieving better data collection and performance measures. By holding purchasers responsible for the delivery of outputs and processes while maintaining strict policy guidelines with respect to health targets and priority areas, it has been possible to allocate funds to areas that had previously been largely ignored. These include health care for the Maori population and the disabled and dental care. However, the impact of these arrangements on other health outcomes has been less clear. In particular, no evaluation seems to have been carried out on the performance of the HFA in comparison with the previous situation, in which four purchasing authorities and providers competed with each other.
Other experiences
Other performance assessment experiences are also worth mentioning, despite the fact that they either constitute only a partial assessment of the health care system or are currently at early stages in their development. One such case is the Dutch experience of measuring and improving the performance of home care services. This indicates that such processes can also be successfully applied in the area of long-term care 11 . Australia has several accreditation bodies, including the Australian Council on Healthcare Standards (ACHS), Medical Colleges, and several consortia of hospitals that are working to develop appropriate indicators and benchmarks and report on performance 6 . Since 2000, New Zealand has established balance score cards and has pooled information on costs, quality and outcomes that are now used to compare hospital performance and quarterly reports and are available to the general public 11 . Another example is the USA, whose many different performance measurement experiences have mainly been oriented towards guaranteeing the quality of the services provided by Health Maintenance Organizations 12, 13 . France has a national system for accreditation and evaluation 11 . Sweden has national quality registers that have generated a large number of scientific publications and provided examples of improvements in the quality and cost of hospital care 11 . Sweden has also played an active part in developing a common framework of performance indicators for the Nordic countries.
Discussion
The multiple experiences of performance assessment from around the world presented here bear testimony to the importance and usefulness of this topic for policy makers and populations alike. All the initiatives mentioned have been put into practice and are still being used and continuously improved. By drawing on transnational experiences, countries may be able to adapt the frameworks developed by other states to meet their own particular circumstances [14] [15] [16] . Individual health systems can learn the good practices and avoid the errors made elsewhere 17 . This kind of approach could also be used to assess health sector reforms with respect to system performance 18 .
The WHO World Health Report 2000 on performance assessment is the best known example of this type of analysis. Its importance derived from the relevance of the organization, the media impact of the report itself, and the debate that it subsequently generated. The report stimulated vigorous discussion of the processes associated with both its scientific content and ideological basis. The most important issues outlined included: the use of key informants, the definition of fairness, the statistical inference of missing data, the use of DALE instead of more traditional measures of health outcomes, and the use of a composite index 19, 20 . In this process, there were a number of methodological flows and discrepancies due to differences in ideological bases and the importance of the associated social consequences [21] [22] [23] [24] . It also had the effect of encouraging institutional critiques and initiatives. For example, the Pan American Health Organization was the subject of a series of meetings and discussions that culminated in a set of recommendations for performance assessment 25 and the OECD proposed a few modifications to the original WHO framework 11 . One of the most positive contributions of academic exercises such as this is to present a framework for analysis and to identify a series of issues that are relevant for measuring health systems performance 1, 26, 27 . The OECD defines performance management as the whole set of institutional and incentive arrangements by which performance information is used to influence performance in health care systems 11 . Performance assessment is only useful and important to the extent that it provides the evidence required for developing better policies, strategies and programs. In other words, the analytic component must go hand in hand with action in the field 2 . The capacity to collect meaningful and consistent information on outcomes is of critical importance -particularly in relation to the means employed and the goals set-, because the availability or lack of availability of information about specific areas may reveal a lot about the strengths and weaknesses of a particular system.
For the assessment to be fruitful in a practical manner, a balance needs to be found between including all of the factors that might be interesting or relevant and affect outcomes and being able to produce timely information relating to them and to present this in a format that managers are able to digest 1 . The indicators chosen need to be appropriate, relevant to both policymakers and the general population, and sufficiently robust to allow measurement and respond to changes within the system. As such, they can be used to analyse progress over time. Any information should be presented in an understandable way, so that the stakeholders involved in the process -consumers, providers, managers, and policy makers-can satisfy their different needs.
At a later stage, wherever there is room for improvement, new strategies based on a careful diagnosis of the underlying causes of existing problems should be used to improve performance. The specific strategy (or strategies) chosen could vary from country to country or even within a given country, with targets depending on the characteristics and resources of the particular system and the associated professional and social values. These include: external oversight, knowledge/skill enhancement of providers, empowering consumers, incentives and regulation 28 . They take different forms and often offer different prospects of success in accomplishing their objectives 11 . The public disclosure of performance data could help to spark improvement, as it has in the clinical context 11, 29 . Some interesting points can be highlighted from making comparisons between these different initiatives. Both the Australian and Canadian experiences tend to focus on assessing the health status of users and on health determinants. The Australian model has the advantage of facilitating reporting at both the national and local levels and for specific risk populations. In New Zealand, however, the main focus is on improving the flow of information to the public and to service providers. Special attention is also given to minority populations such as the Maori.
The work undertaken in the UK and Canada has been the most accomplished to date. These countries define precise categories, criteria and indicators to analyse and assess in their respective health care systems. Indeed, the use of categories allows a wider and more systematic vision of the health care system 30, 31 . This permits comparisons of the type undertaken in certain other countries [32] [33] [34] [35] and includes the performance indicators that are also mentioned by the OECD 36, 37 . However, there are also differences, for while the Canadian approach is centred around health status, non-medical determi- nants of health and indicators of effectiveness, that of the UK tries to integrate certain aspects of health care that are more difficult to measure, such as responsiveness, patient and carer experience, and fairness. The UK also develops indicators relating to the specific health problems associated with urban contexts in greater detail.
In urban contexts, local governments tent to play an active role in policy development and assuring service delivery and public health functions 38 . Performance assessment fits into these environments perfectly, since it is a useful tool for designing and monitoring the accomplishment of policies, and for assessing the performance of the services delivered 39 . The framework should be applied to each particular context and take into account the specific characteristics of every city, including the composition of its population, environmental factors, and other local government policies.
Barcelona and Montreal are currently working on a collaborative project involving performance assessment in their respective health care systems. The indicators used in the UK initiative are probably the most suitable ones to apply in these two cities, as they take into account general dimensions of health and health care, while also focusing on areas that are more specific to the particular health problems of a urban setting (e.g. AIDS, the health of immigrants, concerns about community care, particular types of cancer and geographic inequities). This is, for example, the case of monitoring HIV/AIDS rates. In urban contexts, this is of particular importance, as these tend to be the settings most exposed to the propagation of epidemics. The approach can be used as an indicator of the access that different socio-economic groups have to risk disease prevention and health promotion services. It also serves as an indicator of health outcomes, because it can show how effective public health services are at reducing risk and risk factors. Another indicator is the rate of hospitalisation on the grounds of drug abuse, which is relevant for cities confronted with the problem of drug abuse. This could also be used to determine access to risk prevention and health promotion services, and the equity of access to these services. Another interesting indicator could be the rate of mental illness and the incidence of premature deaths, which are both relevant in urban contexts.
Basing their model on the UK indicators, the next step in the collaboration between Barcelona and Montreal will be to develop a set of indicators that could be applied in both cities. Some preliminary results are presented in table 2. We are currently working to produce a whole set of indicators for each of the dimensions proposed, which will include specific definitions and guidelines for data collection. We hope to soon have our first results and to then be able to judge their applicability in practical terms.
